This paper covers some general aspects of rhinoplasty, rather than specific items of technique, which may be of some practical use and interest to general plastic and ENT surgeons. In almost every routine plastic or ENT clinic patients needing rhinoplasty present, and in this particular branch of plastic surgery of the nose there are pitfalls for the surgeon. A thorough and careful training is therefore necessary for those undertaking this work.
Presentation
In many cases, the deformity which causes the patient concern and which prompts the request for operation is readily apparent. However, this is not always the case. Many patients are reluctant to complain about the shape of their nose for fear that their general practitioner will dismiss their problem. Patients frequently think that correction of the septum will routinely involve an improvement in the external appearance of the nose. A request for a change in the shape of the nose is made by those requiring septal correction as if this is a relatively small addition to the operation and will involve little technical difficulty or preoperative consideration. It is not uncommon to find that a complaint referable to the airway proves on further questioning merely to be an approach for a demand to have an alteration in the shape of the nose, which is the main concern.
It is not, therefore, difficult to overlook a patient with a nasal septal problem who either needs or wants a rhinoplasty. With most patients, however, the problem is to decide whether their request for rhinoplasty is reasonable. An important general point of relevance is whether the patient is a man or a woman: rhinoplasties in men are usually carried out because the shape of the nose is causing ridicule or because the patient wishes to change the shape of the nose for racial reasons; in women one is operating for 'beauty'. Those experienced in nasal plastic surgery know that women usually only give problems when the result is unsatisfactory; amongst males seen for rhinoplasty are concealed many dangerously disturbed psychiatric patients.
Airway and nasal septum
Many patients attending for rhinoplasty have an associated airway problem. It is important to know which is of greater concern to the patient -the breathing or the appearance. It is thus established from the beginning which is the main priority of the operation, for a good airway and a satisfactory improvement in appearance cannot always be achieved in one operation, and revision either to the septum or the exterior of the nose may be necessary. A submucous resection is an operation which has stood the test of time extremely well but is unsatisfactory for those patients who also need a rhinoplasty: it is also probably inadvisable to carry out a standard submucous resection in the difficult problem of children with septal airway blocks. The submucous resection operation preceding a rhinoplasty is unsatisfactory. It is routine in most rhinoplasty surgeons' technique to separate the upper lateral cartilage from the septum: if this is carried out following a submucous resection the likelihood of postoperative saddle deformity is high.
Columellar septal deviation ( Figure 1 ) is a common cause of nasal obstruction and also presents an ugly deformity. Unless the columella is retracted, this redundant cartilage can be excised and this simple procedure is all that is required to improve both airway and appearance. If, however, the septum posterior to this caudal deviation is also deviatedusually to the opposite side -it is advisable to leave a strut of cartilage in the midline rather than excise all cartilage via an incision along the canal border of the septum. Columellar retraction and drooping of the nasal tip may follow this type of submucous resection technique. The correction of the septal deviation that occurs when the cartilage is dislocated from the maxillary crest lends itself well to a septoplasty technique in which very little cartilage is removed and little support to the nose is lost. The excess cartilage can be excised and the maxillary crest is fractured into the midline (Figure 2) . A high deviation of the septum with an external deformity of the nose presents a difficult problem for correction and may require two stages ( Figure 3 ). It is preferable for the submucous resection to be carried out after the rhinoplasty in these cases, rather than before. It is uncommon for the medial crura to cause nasal obstruction: usually the septum pushes the bases of the medial crura laterally and when the septal deformity is corrected the medial crura lie satisfactorily near the midline. Occasionally, however, the feet of the medial crura do project into the floor of the nose causing an ugly deformity as well as obstruction ( Figure 4 ). In these cases excision of both cartilage and excess skin is required. Figure 2 . A satisfactory airway with a low deviation of the septum can usually beobtained with a simple septoplasty technique Figure 3 . A high septal deviation is more difficult to correct with septoplasty, especially when associated with an external deviation of the nose Figure 4 . An ugly nasal tip deformity associated with nasal obstruction due to 'flared' medial crura of the alar cartilages: before and after correction Nasal saddle deformity The saddle deformity of the nose is common. Loss of cartilagenous septal support is most commonly caused by trauma or excessive removal of cartilage during submucous resection. Chronic inflammatory diseases such as sarcoidosis, tuberculosis, midline granuloma and syphilis must not be forgotten when nasal saddling develops unexpectedly, either spontaneously or after operations on the septum, From the practical management point of view, there are three types of saddle deformity. Firstly, there is the saddle deformity which is accentuated by the presence of a prominent nasal hump ( Figure 5 ). In these cases simple removal of the hump produces a satisfactory nasal appearance in which saddling is no longer apparent. In the second type of saddle deformity, in which saddling is not severe, sufficient tissue may be obtained from the nose to graft into the saddle defect to give a satisfactory appearance ( Figure 6 ). Either the nasal hump or upper lateral cartilages can be used as filling for the defect. With severe saddling, however, tissue from elsewhere needs to be used. Arguments still persist as to whether iliac crest bone graft, rib graft or use of a plastic is most satisfactory for these deformities (Figures 7, 8) . Surgeons have their own preferences and I do not think that at present anyone can be dogmatic as to which is the best graft: each has its disadvantages.
Silastic is the most commonly used plastic but gives problems with infection and rejection as well as movement of position. Davis & Jones (1971) and Milward (1972) , however, have reported fairly favourably in a moderately large series on 'the use of silastic in nasal deformities. Iliac crest grafts often appear rather bulky and tend in the long run to resorb; rib grafts may also give the same problem and may twist. The saddle deformity in children presents a particular problem. After an infected septal haematoma, saddling develops fairly quickly (Figure 9 ) and the subsequent abnormal growth of the nose is well recognized (Figure 10 ). During the last ten years I have been using silastic grafts as children grow in the hope that this will encourage soft tissue growth and make rhinoplasty, when they are adults, less difficult ( Figure 11 ).
Errors in rhinoplasty
Although nasal deformities related to the septum and to saddle deformities account for many of the requests for rhinoplasty, perhaps the request for a correction of a hump deformity is most common; tip deformities are less frequent. The gross deformity about which a surgeon may feel that 'it looks so gross one cannot make it worse' is in fact not easy to correct. Gross nasal deformity can easily give an 'operated upon' or surgical appearance after rhinoplasty which is in effect worse than preoperatively. The small deformity is, of course, also difficult as the patient who wants a very small nasal hump removed has little alteration in the appearance of the nose and is therefore at risk if some complication should occur leading to a poor result. Revision rhinoplasty surgery, furthermore, is always considerably more difficult than the primary operation because of scarring and loss of tissue. It is uncommon to achieve a good result with revision rhinoplasty. The moderate nasal deformity is therefore the one most likely to achieve a satisfactory result with rhinoplasty. Figure 12 . A sharp-edged nasal saw (A) is less likely to lead to excessive hump removal and a resultant 'ski-slope' nasal deformity than the wider-blade saw (B) Figure 13 . 'Ski-slope' nasal deformity following excessive hump removal Figure 14 . Failure to establish a good infracture and too little removal of cartilage from dorsum of septum lead to 'plateau' (A) and 'polly beak' (B) deformities of the nose. A graft is needed to achieve a satisfactory result (c & 0) In the field of rhinoplasty, the removal of too large a hump probably remains one of the most common errors. For a small hump removal, a sharp single blade saw ( Figure 12 ) is required rather than the standard wide blade saw which predisposes to excessive removal of nasal bone. If excessive hump removal is accompanied by an excessive removal of septal cartilage, a 'ski-slope' deformity of the nose results ( Figure 13 ). Another common error is a failure to establish a good infracture which leads to a 'plateau' deformity ( Figure 14) . The mistakes with cartilage removal usually involve too little removal along the dorsum of the septum and too much from the septal angle. Excessive removal of cartilage from the septal angle gives rise to a 'pug nose' appearance; too little removal of cartilage from the dorsum leads to a 'polly-beak' deformity ( Figure 14) , probably one of the commonest and least attractive postoperative rhinoplasty appearances.
